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Abstract: Due to a culture of resistance around concussion reporting, novel methods are needed to
reveal implicit beliefs that could affect symptom reporting. The goal of this study was to elucidate
caregivers’ mental models of pediatric concussion symptoms using an exploratory community
detection analysis (CDA). Caregivers (n = 76) of adolescents 10–15 years old participated in a survey
that assessed their intentions of seeking medical treatment for 12 injury symptoms following their
child’s involvement in three hypothetical injury scenarios. We used a series of analyses of variance
(ANOVAs) to compare injury symptoms across these scenarios and CDA to determine if caregivers
implicitly group symptoms together. We then used logistic regressions to further explore associations
between the CDA-identified symptom indices and known factors of injury risk. There were no
differences in the likelihood to seek treatment for symptoms across injury scenarios; however, the CDA
revealed distinct symptom clusters that were characterized by the degree of risk for non-treatment
and symptom type. We observed associations between injury risk factors and intentions of seeking
medical treatment for the higher-risk indices. Results indicate that caregivers’ mental models of
concussion symptoms are nuanced, not monolithic. Therefore, it is inaccurate to measure intentions
to seek treatment for concussion without taking these nuances into consideration.
Keywords: concussion; clustering analysis; mental models; adolescence; injury; health
1. Introduction
Adolescence is a sensitive time period for brain development, making concussions incurred
during this time period especially concerning [1,2]. One estimate suggests that in the U.S. between
2001 and 2005, there were 502,000 emergency department visits for children with concussions;
approximately half of these injuries were sports-related [3]. Further, approximately 35% of the overall
concussion related visits and 58% of the sports-related concussions were children between the ages
of 8and 13. Another study retrospectively examining data from a pediatric, Level 1 trauma center
between 2006–2011 found that the majority of the treated concussion patients were male and that the
cause of the concussion varied by age (a shift from fall-related to sports-related injuries as children
aged) [4]. Finally, it is estimated that between 2006 and 2013, emergency department visits for pediatric
concussions increased by 34.1% [5].
While important, these data are limited in that they are only representative of concussions that
result in medical evaluation or treatment. Using emergency room visits or other points of contact with
a care provider as an index of concussion rates likely underestimates the prevalence of concussion,
as many adolescents and caregivers may not recognize or take symptoms seriously. For example,
Register-Mihalik et al. [6] found that the majority of high school athletes in their sample did not
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report their concussion symptoms to an adult after a possible concussive injury; a pattern that has
been found across various countries and sports [6–9]. Increased knowledge and growing recognition
about the consequences of concussion have not counteracted a ‘culture of resistance’ among athletes;
athletes resist self-reporting concussion and have poor compliance with concussion management
plans [10]. In the context of non-sports injuries, children might be less likely to receive medical
treatment as an adult may not be present to observe the injury (e.g., in the context of a fight). In these
instances, caregivers may rely on their child’s disclosure and their own observations of changes in
the child’s physical, psychological, and cognitive functioning, which further depends on children or
their caregivers recognizing and seeking treatment for concussion symptoms. A recent emergency
department based survey of adolescents between the ages of 13 and 18 (n = 330) and their caregivers
(n = 391) reported that 41% of the adolescents did not know the causes of concussion, 68.5% of the
adolescents did not know the symptoms that would identify a concussion, and 75% would not know
what to do if they did recognize concussion symptoms [11]. In this same survey, 48% of caregivers had
heard about concussion, 67.5% did not know the symptoms that would be associated with a concussion,
67.8% would not know what to do if they did recognize the symptoms of concussion, and 54% of
caregivers did not know the causes of concussion. Thus, understanding how caregivers appraise
specific concussion symptoms is critical for informing education and intervention efforts focused on
improving post injury management. Accurate and timely knowledge of concussion symptoms is
critical for effective diagnosis and management [12], and health care providers cannot treat what they
do not know about or what caregivers do not seek treatment for.
1.1. Theoretical Frameworks of Injury Prevention
Researchers have proposed using the “mental models” method of risk communication in the
domain of injury prevention [13]. A mental model is a simplified cognitive representation of a dynamic
system [14]. For example, Austin and Fischhoff [13] state that in the context of injury prevention,
a mental models approach would ask why people fail to see risks, do not make use of protective
interventions, or misjudge the effectiveness of protective measures. Once formed, mental models
impact the way in which information is processed so that information deemed consistent with existing
beliefs is more easily acquired and integrated, strengthening those beliefs regardless of their accuracy.
Additionally, when individuals have minimal prior information about a topic, they use the information
available to them (e.g., personal experience, advice from peers or family, etc.) to make decisions.
Therefore, understanding how caregivers’ mental models related to their child’s injury risks and injury
outcomes are formed may lead to improved education and prevention efforts. Specifically, the mental
models framework can be applied to: (1) understand what influences caregivers’ intentions to seek
medical treatment for their child, and (2) improve concussion outcomes by better aligning caregivers’
and health care professionals’ mental models of pediatric concussion symptom management. Previous
researchers suggest that caregivers’ mental models of injuries are likely informed by interactions
among child, caregiver, and contextual/environmental factors (see Figure 1). In the following sections,
we briefly review these factors and their relationship to childhood injury risks in an effort to highlight
ways that child, caregiver, and context factors likely interact to inform caregivers’ mental models of
injury. We then leverage this prior foundational research to begin to hypothesize how these factors
may also inform caregivers’ mental models of pediatric concussions.
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Figure 1. Examples of factors that may influence caregivers’ mental models of injury.
1.1.1. Factors Associated with Childhood Injury Risk
Child factors associated with an increased risk for unintentional injury include the child’s sex,
personality/temperament, and injury history. Typically, boys are at an increased risk for unintentional
injuries compared to girls [15]. Similarly, diagnoses that are more common among males (see Rosen
and Peterson [16]) including Attention Deficit Hyperactive Disorder (ADHD), learning disabilities,
and personality traits like impulsivity and aggression are related to an increased risk of unintentional
injury [16–23]. Further, children with these traits seem to be more prone to injuries in general [20–22].
A history of injuries is associated with an increased risk for future injuries potentially because of these
child-specific individual difference factors [24–26].
Caregiver personality, parenting styles, and personal experience with specific injuries are also
associated with childhood injury risks. Caregivers with lower levels of self-reported coping abilities
have children with a higher risk of injuries [27], and caregivers who report themselves as more
conscientious, protective, worried about safety, confident in their ability to keep their child safe, and in
control over their child’s health have children who engage in less risk-taking behavior and have fewer
injuries [28]. There are also associations between caregivers’ parenting style and a child’s injury risk.
For example, in Morrongiello et al. [29], children of caregivers who had a permissive parenting style
had an increased risk of a medically-attended injury, which the researchers attributed to the pattern
of permissive caregivers using fewer rules. Parenting style, depression, and beliefs about locus of
control have also been related to styles of parenting supervision, which have been found to be directly
related to child injury risk [30–32]. Caregivers that report being vigilant in their supervising practices
have children with a lower risk of sustaining injuries, and children of caregivers who practice strong
physical supervision behaviors (i.e., being close in proximity to the child) have been found to engage
in fewer risk-taking behaviors [28]. Additionally, and largely related to this study, a large birth cohort
study (n = 1265) found that the child’s sex (being male), adverse life events (more than four), and the
caregivers’ parenting style (high maternal punitiveness) were related to an increased risk for traumatic
brain injury [33].
Contextual factors are also associated with childhood injury risk. Family poverty is associated with
higher rates of child injuries requiring medical attention [34,35], and lack of social support for caregivers
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is associated with less safe homes for children [32]. Higher levels of caregiver stress has also been
related to more injuries experienced in late childhood [36]. As described earlier, children participate
in fewer risky behaviors when an adult is in close physical proximity, or when adults practice strong
physical supervision. In sports settings, there is almost always an adult present and supervising
children, often times in multiple roles (e.g., referees, lifeguards, coaches, trainers, etc.). However,
in non-sports settings, there may not be an adult nearby to limit risky behaviors, resulting in children
and teenagers being at an increased risk for both sustaining an injury and also not receiving the
appropriate medical attention for that injury. Conversely, sports safety gear, like padding and helmets
worn in football and hockey, has been related to children participating in more risky behaviors that
result in injuries [37].
1.1.2. Applying these Factors to Understand Caregivers’ Mental Models
These child, caregiver, and contextual factors likely influence how caregivers will respond
to their child’s injuries, or the caregivers’ mental models of pediatric concussion. For example,
Morrongiello and Hogg [38] reported that after an injury, mothers were more concerned about injuries
to their daughters than injuries to their sons [38]. Also in this study, mothers believed that active
injury-prevention strategies could potentially prevent subsequent injuries in daughters, but did not
believe that these strategies would prevent future injuries in sons. The researchers posited that mothers
may expect more risky behaviors in sons than daughters, have more concern for their daughters’
injuries than their sons, and perceive a stronger ability to prevent more injuries in their daughters
than their sons. Collectively, these data suggest that caregivers may view daughters as less physically
resilient or more susceptible to long-term consequences of injuries than their sons, or that son’s
risk-taking is inevitable (i.e., “boys will be boys”). Explanations for these differences in caregiver
mental models of injury could be derived from cultural views of gender, however another explanation
may be that caregivers may become desensitized to injuries or threats as their child obtains and
recovers from them. This is supported by caregivers having less concern for injuries sustained by their
boys, even though boys seem to obtain more injuries.
Several studies have attempted to understand how these factors may contribute to a child’s risk of
sustaining a concussion and how specific factors are related to caregivers’ attitudes towards concussion
reporting and management. For example, Kroshus et al. [39] found that caregivers of children who
had previously been diagnosed with a concussion and who perceived that their child had a greater
chance of sustaining a concussion were more likely to communicate with their child about reporting
concussion symptoms [39]. Also, caregivers with higher income and education levels have been found
to have more knowledge about concussions and safer attitudes related to concussion management [40].
Additionally, McNally et al. [41] found that caregiver distress was associated with reporting a higher
number of symptoms [41].
While these studies are informative, there is a lack of research on risk factors associated with
pediatric concussions utilizing a mental models framework. The current study fills this gap and
provides a new approach that can assist researchers and clinicians towards developing education and
prevention efforts. For example, counter to overall injury risks, females are more frequently diagnosed
with concussions in both sports and non-sports contexts and report poorer post-concussion outcomes
than males [42–44]. Many theories have been proposed to explain why girls have higher rates of
diagnosed concussion injuries, including physiological ones like girls having greater ball-to-head ratios
and weaker neck muscles [45]. However, using a caregivers’ mental models of injury lens, we may
also conclude that caregivers may be assessing their girls’ injuries as more serious than their boys’
injuries. This could result in caregivers seeking out medical treatment for their girls, but not their
boys, which may reflect a reporting/treatment bias. Thus, understanding caregivers’ mental models of
pediatric concussions may result in a better understanding of who is at risk for not receiving or taking
concussions seriously, as well as more efficient and better-targeted education and intervention efforts.
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1.2. The Current Study
In order to provide initial insight into caregivers’ mental models of concussion in adolescence,
we performed an exploratory analysis on caregivers’ self-reported intentions to seek medical treatment
for 12 symptoms sustained from three hypothetical scenarios involving their child: a fight, a fall,
and while playing sports. Previous applications of the mental models approach in the injury
prevention field have focused on methods used to extract explicit or overt beliefs [13], but in this
study, we used methods to assess caregivers’ implicit beliefs. This approach overcomes concerns
about social desirability effects and does not require participants to be self-aware of how they think or
group concussion symptoms together. After comparing caregivers’ intentions across injury scenarios,
we conducted a Euclidean-distance based community detection analysis (CDA) using caregivers’
intentions to seek medical treatment for different concussion symptoms. We then examined whether
child and caregiver risk factors influenced intention to seek care for each identified symptom cluster.
Previous research has begun to cluster and evaluate concussion symptoms separately from one another,
however most have focused on which symptoms appear concurrently at diagnosis, symptom type,
or awareness of that symptom being related to concussion [46–49] and not on intentions to seek
treatment. While informative, clustering symptoms at or post-diagnosis may limit educational efforts
by not capturing symptom profiles that caregivers believe to be less serious or in need of treatment;
our approach of clustering symptoms by caregivers’ intent to seek treatment pre-injury overcomes
this limitation. A previous study clustered specific concussion symptoms by intent to seek treatment
using the Theory of Planned Behavior, however it was limited in that it focused on adult hockey
players [50]. The current study expands on this previous study by examining caregivers’ intentions to
seek treatment for specific symptoms experienced by their early-adolescent aged child (10–15 years
old) in both sports and non-sports settings.
2. Materials and Methods
2.1. Participants
We conducted a survey study with a convenience sample of caregivers of at least one child
between the ages of 10 and 15. Participants were instructed to answer the questions based on their
youngest adolescent within the age range. This range was chosen because caregiver management of
concussion symptoms in early adolescence is understudied in comparison to older adolescence and
young adulthood. Participants were contacted by the University of Alabama at Birmingham (UAB)
Survey Research Unit (SRU) using phone records; 76 caregivers met eligibility criteria and completed
the interview. Data on non-eligible participants and participants who refused were not collected.
2.2. Survey
The survey consisted of 36 items drawn from the Rosenbaum Concussion Knowledge and
Attitudes Survey—Student Version (RoCKAS-ST [22]). Caregivers reported on the likelihood that
they would bring their child to a doctor, nurse, or athletic trainer if their child was exhibiting specific
symptoms after hitting his or her head in three distinct scenarios: while playing sports, during a
physical fight, and because of a fall. A sample question was “Imagine your child had a headache
within 1 to 2 days after hitting his head while playing sports; would you take your child to see a
doctor, nurse, or athletic trainer based on that one symptom?” Participants answered the questions
using a 1 to 4 scale: (1) “definitely would not”, (2) “probably would not”, (3) “probably would”,
and (4) “definitely would”. Caregivers were told that the symptom manifested after their child hit
his or her head, but the word ‘concussion’ was not used in the prompts. Caregivers’ intention to
seek medical treatment was measured as research suggests that intentions are good predictors of
future behavior [51,52]. The concussive symptoms included in the survey were: headache; neck pain;
blurred vision; a visible cut, bump, or bruise; light and noise sensitivity; difficulty concentrating;
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feeling sleepier than usual; trouble falling or staying asleep; feeling more irritable and emotional;
feeling dizzy; loss of consciousness; and vomiting.
The survey also contained items on sociodemographic characteristics and the child’s history of
injury, participation in sports, and play preference (i.e., the type of “play” the child often participates in).
Sociodemographics included caregiver and child sex and age, caregiver’s race/ethnicity, caregiver’s
marital status, and caregiver’s highest level of completed education. Injury history was measured
by caregivers’ “yes” or “no” responses to the prompt: “Has your child ever been treated for a sprain
or broken bone?” The child’s play preference was measured by caregivers’ responses to the prompt:
“Does your child like rough and tumble play? By this I mean wrestling, tackling, or play-fighting with
others.” Possible answer choices included: (1) “Yes, my child likes this kind of play,” (2) “Somewhat,
my child will play like this sometimes,” and (3) “No, my child does not like to play this way.”
This prompt was used to determine if the caregivers’ perception of their child’s temperament during
play influenced caregivers’ decisions to seek treatment for injury symptoms. After completing the
survey participants were offered educational information and were thanked for their time. The study
protocol was approved by the Institutional Review Board of UAB.
2.3. Analytic Approach
First, a series of ANOVAs were conducted to determine if there were differences in caregivers’
intentions to seek medical care by context (e.g., strength of intention to seek medical treatment for
blurred vision after a fight, after a sports injury, and after a fall). We asked about each symptom across
these contexts in an attempt to see if caregivers view the seriousness of symptoms differently if they
are incurred in different contexts. After correcting for multiple comparisons using the false discovery
rate (FDR) procedure [53], we did not find significant differences across contexts for any symptom
(p > 0.05 for all comparisons); therefore, an overall symptom-based intention index was created by
averaging caregivers’ reports across contexts (e.g., strength of intention to seek medical treatment
scores after a fight, after a sports injury, and after a fall if the child lost consciousness were averaged
into one ‘intention index score’ for loss of consciousness).
These symptom-based averaged scores were used in an exploratory Euclidean distance-based
CDA to determine if symptoms cluster into specific communities based on caregivers’ likelihood
of seeking medical treatment. The clusters were compared using a nonparametric independent
samples Kruskal-Wallis test to examine differences in intention to seek medical treatment across cluster
assignments [54].
2.3.1. Community Detection Analysis
Community detection is a statistical approach grounded in graph theory that applies mathematical
constraints to uncover the community structure within a dataset. The Girvan-Newman community
detection algorithm relies on the edge-betweenness centrality metric to identify the underlying
community structure [55,56]. Relying on the efficiency principle that information will tend to
travel over the shortest path, betweenness centrality examines the influence of a given edge by
counting the number of short paths connecting other nodes that run along the examined edge.
The edges with the highest edge betweenness are then progressively removed from the network
and the consequences of their removal are quantified by recalculating the betweenness centrality of
the remaining edges. The edges with the highest betweenness centrality are likely those edges
that connect distant communities, as the number of edges available to travel along are sparse,
resulting in a higher number of connections. When these edges are removed, only the identified
communities remain. This algorithm has been shown to accurately recover the community structure in
simulated networks [56] and has been applied to varied data types ranging from neuropsychological
measures [57,58] to functional brain networks [59]. It has not yet been applied to uncover implicit
mental models of injury symptoms and the current analysis provides a critical proof of concept
evaluation for using the CDA approach.
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The average responses across each injury context were configured into a participant-by-symptom
matrix. Briefly, the algorithm calculated the Euclidean distance between each of the symptoms
based on the pattern of participant responses with higher values indicating greater distance between
symptoms in Euclidean space. An adjacency matrix was then created by applying a threshold to the
matrix of Euclidean distance values such that a ‘1’ indicated a connection between symptoms and a
‘0’ indicated no connection. This threshold was set to ensure that no symptoms had no connections
(e.g., every symptom had at least one ‘1’ in the adjacency matrix). The threshold applied in the current
analysis was 2.41. After establishing these connections, the edge betweenness was calculated for
each edge, and the edges with the highest betweenness centrality were removed until no more edges
remained in the network and the community structure was identified. Analyses were conducted using
R [60] and SPSS (V.24).
2.3.2. Comparing Clusters Across Sociodemographics, Injury History, and Play Preference
The CDA determined that caregivers’ mental models of concussion symptoms are not monolithic,
but are instead nuanced. We found that symptoms cluster together by perceived severity and intent
to seek treatment. Therefore, it is inaccurate to group or to measure intentions to seek treatment for
concussion without taking these nuances into consideration methodologically. Thus, we created three
indices based on the CDA and conducted logistic regressions to examine if individual differences in
child and caregiver factors predicted caregivers’ intention to seek treatment within each of the three
symptom clusters. We also conducted a logistic regression using the average of all of the symptoms’
intention to seek treatment scores.
Child factors included in the models were gender, age, history of injury, and play preference.
Caregiver factors included race, marital status, and education. The first models we conducted
revealed significant Hosmer-Lemeshow goodness of fit tests (p < 0.05), therefore, to improve model fit,
we removed race and marital status from the final models. Education was kept as a variable in the
model because of its strong relation with caregiver concussion awareness and attitudes in previous
literature. This resulted in non-significant Hosmer-Lemeshow tests (p > 0.05). The child’s participation
in sports was also not included in these analyses, as only four participants reported that their child
was not involved in some sort of sport. Odds ratios were estimated to determine the relationship
between caregiver intention to seek medical treatment and the predictors in the models. The data were
skewed such that for most symptoms, most caregivers had strong intentions of seeking treatment for
their child (scores of “probably” or “definitely” would seek treatment), so for the logistic regression
analyses, the data were recoded so that answers of “definitely would not” , “probably would not” ,
and “probably would” seek treatment for that symptom were “at-risk for not seeking treatment” ,
while answers of “definitely would” seek treatment for that symptom were “likely to seek treatment”.
3. Results
On average, the survey took 19 min to complete. The respondents were ages 28–58 (M = 43.67,
SD = 6.7) and had children aged between 10–15 years (M = 12.15, SD = 1.76, Table 1). Respondents
were primarily married (75%), white (79%), and female (70%).
Initially, intentions to seek medical treatment for a headache differed by context (p = 0.01), however
after correcting for multiple comparisons using the FDR procedure, this relationship did not reach
statistical significance. No other symptom-by-context differences were observed (Table 2). Therefore,
as previously described, we collapsed responses across contexts by creating an average intention score
for each symptom.
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Table 1. Child and caregiver demographic (n = 75 caregivers).
Variable Levels of Variable Total %
Child Gender
Male 43 57
Female 33 43
Child Age (years)
10 6 7
11 15 20
12 16 21
13 9 12
14 15 20
15 15 20
Caregiver Gender
Male 20 26
Female 53 70
Unknown 3 4
Caregiver Age
26–30 4 5
31–35 6 8
36–40 12 16
41–45 21 28
46–50 25 33
51–55 5 7
56–60 3 4
Ethnicity (Caregiver)
White 60 79
African American 13 17
Native American 1 1
Other 2 3
Marital Status
Never Married 6 8
Divorced 8 11
Widow 3 4
Married 57 75
Domestic
Partnership 1 1
Refused 1 1
Caregiver’s Education
Level
Some High School 1 1
High School 10 13
GED 1 1
Some College 6 8
Associates 14 18
4-year Degree 27 36
Masters/Doctorate 17 22
Insurance
CHIP * 1 1
Medicaid 12 16
Private/Employer
Provided 60 79
Other 3 4
Note: Percentages were rounded to the nearest whole number.
* CHIP = Children’s Health Insurance Program.
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Table 2. Average intention to seek medical treatment score by symptom.
Symptom SportMean (SD)
Fight Mean
(SD)
Fall Mean
(SD)
Across Context
Mean (SD) p
Headache 2.75 (0.90) 2.83 (0.95) 3.16 (0.82) 2.91 (0.70) 0.01
Neck Pain 3.07 (0.85) 2.95 (0.86) 3.21 (0.72) 3.10 (0.72) 0.14
Blurred Vision 3.79 (0.44) 3.78 (0.45) 3.82 (0.42) 3.80 (0.40) 0.85
Bruise, Bump, Laceration 2.84 (0.97) 2.95 (0.90) 2.95 (0.93) 2.90 (0.88) 0.72
Sensitivity to Light and Noise 3.56 (0.66) 3.63 (0.59) 3.55 (0.68) 3.60 (0.59) 0.71
Difficulty Concentrating 3.42 (0.70) 3.36 (0.72) 3.48 (0.67) 3.43 (0.65) 0.58
Feeling Sleepier 3.35 (0.81) 3.36 (0.83) 3.42 (0.81) 3.37 (0.80) 0.87
Difficulty Falling/Staying Asleep 2.92 (0.96) 2.86 (0.97) 2.95 (0.92) 2.91 (0.93) 0.83
Increased Irritability/More Emotional 2.62 (0.86) 2.62 (0.91) 2.68 (0.91) 2.62 (0.87) 0.87
Dizziness 3.64 (0.65) 3.60 (0.66) 3.65 (0.60) 3.64 (0.54) 0.87
Vomiting 3.53 (0.66) 3.49 (0.68) 3.54 (0.68) 3.53 (0.60) 0.97
Loss of Consciousness 3.92 (0.39) 3.94 (0.38) 3.94 (0.38) 3.96 (0.17) 0.90
Note: p-values were derived from ANOVAs. Response choices were on a scale of 1–4, with 1 being “definitely
would NOT seek medical care” and 4 being “definitely would seek medical care”. Each caregiver responded to each
symptom across three contexts (after a fight, after playing sports, and after a fall) which were averaged to compute
the reported results. After multiple comparison procedures, no symptoms were statistically significant across context.
One participant qualified as an outlier based on low likelihood to seek treatment, so the analyses were re-analyzed
excluding this participant’s responses. This greatly reduced the standard deviation of the variables without changing
the overall pattern of results or their significance. Therefore, the outlier was excluded from analyses.
3.1. Community Detection Analysis Results
Four clusters were identified using the community detection algorithm (Figure 2, Table 3).
The first cluster contained two symptoms, difficulty falling or staying asleep and feeling more
irritable or emotional. The second cluster only contained the bruise-bump-cut symptom and was
therefore considered an outlier cluster given its isolation from the other symptoms included in the
analysis. The third cluster contained two symptoms, headache and neck pain. The fourth cluster
was the largest cluster and contained seven symptoms: blurred vision, sensitivity to light or noise,
difficulty concentrating, feeling sleepier than usual, dizziness, loss of consciousness, and vomiting.
Table 3. Cluster assignments, median intention scores, and IQR (interquartile range).
Symptom Cluster Assignment Median IQR (50%)
Increased Irritability/More Emotional 1 2.0 2.0–3.3
Trouble Falling/Staying Asleep 1 3.0 2.0–4.0
Bruise, Bump, Cut 2 3.0 2.0–4.0
Headache 3 3.0 2.3–3.5
Neck Pain 3 3.0 2.3–3.6
Difficulty Concentrating 4 3.7 3.0–4.0
Feeling Sleepier 4 4.0 3.0–4.0
Vomiting 4 4.0 3.0–4.0
Sensitivity to Light/Noise 4 4.0 3.0–4.0
Feeling Dizzy 4 4.0 3.0–4.0
Blurred Vision 4 4.0 4.0–4.0
Loss of Consciousness 4 4.0 4.0–4.0
Note: Clusters significantly differed on intention to seek medical treatment (p = 0.036). Means for each cluster were:
Cluster 1: 2.8; Cluster 2: 2.9; Cluster 3: 3.0; Cluster 4: 3.6.
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Figure 2. Clusters derived from community detection analysis. The clusters with each symptom’s mean
intention score were: Cluster 1: Increased Irritability/More Emotional (2.6), Trouble Falling or Staying
Asleep (2.9); Cluster 2: Bruise-Bump-Cut (2.9); Cluster 3: Headache (2.9), Neck Pain (3.1); Cluster 4:
Difficulty Concentrating (3.4), Feeling Sleepier (3.4), Vomiting (3.5), Sensitivity to Light/Noise (3.6),
Feeling Dizzy (3.6), Blurred Vision (3.8), Loss of Consciousness (4.0).
The cluster means of caregivers’ intention to seek medical treatment were compared using the
independent-samples Kruskal-Wallis Test. The results suggest that the mean intention to seek treatment
scores differed by cluster type (p = 0.036). Conceptually, we used these clusters to create three indices
based on the symptoms clustered and their perceived severity. Index 1, or “higher risk-nonspecific
cognitive symptoms”, included trouble falling or staying asleep and increased irritability/feeling more
emotional. We used the term “higher risk” to denote a higher risk of not seeking care and the term
“nonspecific” to reflect that these symptoms are not necessarily attributed to concussions. Cluster 2
only contained the symptom visible bruise, bump, or cut and Cluster 3 contained headache and neck
pain. Although bruise, bump, or cut did not cluster with the other two symptoms based on Euclidean
distance, the mean score for bruise, bump, or cut was the same as headache (2.9), and the clusters
were not significantly different from each other when directly compared. Therefore, for conceptual
reasons we identify both of these clusters as being in the “higher risk-nonspecific physical symptoms”
index. Finally, the fourth cluster contained symptoms that were all very likely to result in medical
treatment, including difficulty concentrating, feeling sleepier, sensitivity to light/noise, blurred vision,
feeling dizzy, vomiting, and loss of consciousness. Therefore, we identify this index as the ‘lower
risk–cognitive/perceptual symptoms.’
3.2. Logistic Regression Results
The adjusted odds ratios for each logistic regression model are presented in Table 4. Child injury
history (previous treatment for a sprain or a broken bone) was associated with caregivers’ intentions
to seek medical treatment for both the higher risk-nonspecific cognitive and higher risk-nonspecific
physical indices. In both cases, prior medical treatment for a sprain or a broken bone decreased
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caregivers’ intentions of seeking medical treatment for that index of symptoms. None of the variables
were significantly associated with caregivers’ average intentions to seek treatment scores or intentions
to seek treatment for the lower-risk cognitive perceptual index.
Table 4. Adjusted odds ratios for logistic regression models for caregivers’ intent to seek treatment for
concussion symptoms.
Variables Included in Each Model aOR (Adjusted Odds Ratio) 95% CI p
Model: All symptoms
Higher Education 0.90 0.42, 1.96 0.79
Male Child 2.10 0.51, 8.68 0.31
Previous Treatment for Sprain/Broken Bone 0.43 0.13, 1.38 0.16
Child Liking Rough and Tumble Play 1.48 0.71, 3.11 0.30
Model: Higher Risk-Nonspecific Cognitive Symptoms
Higher Education 0.92 0.47, 1.78 0.80
Male Child 1.46 0.38, 5.52 0.58
Previous Treatment for Sprain/Broken Bone 0.25 0.08, 0.77 0.02 *
Child Liking Rough and Tumble Play 1.28 0.66, 2.48 0.46
Model: Higher Risk-Nonspecific Physical Symptoms
Higher Education 0.61 0.30, 1.25 0.18
Male Child 1.44 0.38, 5.40 0.59
Previous Treatment for Sprain/Broken Bone 0.16 0.05, 0.53 0.00*
Child Liking Rough and Tumble Play 0.97 0.50, 1.88 0.94
Model: Lower Risk-Cognitive Perceptual Symptoms
Higher Education 0.40 0.07, 2.15 0.29
Male Child 0.19 0.01, 3.79 0.27
Previous Treatment for Sprain/Broken Bone 0.40 0.03, 4.97 0.48
Child Liking Rough and Tumble Play 2.18 0.49, 9.65 0.30
Note: Higher risk-nonspecific cognitive symptoms index: feeling more irritable/emotional, and difficulty falling/staying
asleep; Higher risk-nonspecific physical symptoms index: headache, neck pain, and bruise/bump/laceration;
Lower risk-cognitive perceptual symptoms index: light/noise sensitivity, dizziness, loss of consciousness, vomiting,
blurred vision, difficulty concentrating, and feeling sleepier than usual. * indicates significance in the model.
4. Discussion
We used community detection analysis (CDA) to reveal caregivers’ implicit mental models
of concussion symptoms. Caregivers’ intention to seek medical treatment for their child varied
by symptom and cluster type, but not by injury scenario. Four symptom clusters were identified,
which varied based on two factors: the type of symptoms in that cluster and their perceived severity.
Using this framework, indices were conceptually classified by risk level and by group, with higher risk
for not receiving treatment being indicated by mean cluster scores less than ‘3′ (or a mean score less
than ‘probably would’ seek treatment).
In the context of a mental models approach, these findings suggest that caregivers view concussion
symptoms with varying degrees of seriousness and need for medical treatment and implicitly
group symptoms together. Previous research has suggested that although caregivers are generally
knowledgeable about concussion, in comparison to physical symptoms, they are less knowledgeable
about mental-health related symptoms [61–64]. Our results extend this finding by suggesting that
there are some ‘nonspecific’ symptoms (or symptoms that could be mistaken for another etiology and
not associated with concussion, such as a headache and dehydration [65]) that caregivers viewed as
less serious than other mental health symptoms (e.g., difficulty concentrating). Additional research is
needed to determine the processes by which mental models of concussion symptoms are created.
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4.1. Practical Applications
Additionally, our CDA approach can be used to develop more effective interventions designed
to promote awareness of concussion symptoms, including post-injury care programs intended to
promote adherence to care plans. The majority of primary prevention programs designed to promote
awareness of concussion symptoms are designed without first assessing the target population’s mental
models of concussion. This emic (layperson, insider) vs. etic (expert, outsider) disconnect can create
a situation where professionals and caregivers are talking past one another. Interventions might be
more successful if they are well matched to caregivers’ mental models of concussion, which might vary
by population. Since frameworks of mental models stipulate that these implicit models impact the
way in which future information is processed such that information deemed consistent with existing
beliefs is more easily acquired and integrated, understanding caregivers’ mental models of concussion
could drastically improve adherence to post-concussive management plans and overall awareness of
concussion injuries.
For example, some adolescents may be at-risk for non-treatment if they are relying on their
caregivers to alert medical professionals to potential injury symptoms. Research suggests that
caregivers often underreport or underestimate their child’s symptom severity when it comes to
injury [66,67], and prefer coaches or medical staff to identify and make decisions about athlete’s
injuries, suggesting that caregivers are not confident at making injury assessments for their child [68].
This can become problematic, as less approachable or untrained coaches and medical staff can impede
timely and accurate reporting of injury symptoms [65]. Risk for non-reporting may be in increased if
the child or adolescent is injured in sports or non-sport settings without a caregiver or another adult
present. Collectively, this can create a pipeline of under- and mis-reporting. A mental models approach
geared towards uncovering implicit biases and attitudes about concussion symptoms and reporting
can help open the door towards changing the current culture of resistance around concussion symptom
reporting throughout the concussion identification and treatment pipeline.
Finally, in stratified regression analyses, we found that the child’s injury history was significantly
associated with intentions to seek treatment for higher-risk symptom indices, but not the lower-risk
symptom index or averaged intentions to seek treatment. This finding might have important
methodological implications for future research. Primarily, without using the CDA defined indices,
our understanding of caregivers’ mental models would have been insufficient. Future studies should
consider symptom-based and data-driven methodological approaches when observing attitudes
towards and trends of concussions in adolescents.
Of note, the addition of using injury context in the current survey is novel and can add to the
understanding of how caregivers’ mental models of concussion symptoms develop. Although no
meaningful differences in intention to seek medical treatment across scenarios (accidental fall, fight,
and sports) were discovered, the idea that caregivers interpret their child’s injury differently depending
on the context in which the injury is sustained appears intuitive and may be a contributing factor in
caregivers’ mental models.
4.2. Limitations and Future Directions
This study had several strengths, including its focus on caregivers’ intentions of seeking medical
treatment, an early adolescent population, and differences in symptom severity across injury context,
but caution should be exercised with generalizing the results of our study to other populations
due to our relatively homogenous convenience sample. This study was novel as it presented a
data-driven method of examining caregivers’ implicit beliefs/mental models. Previous studies
have relied on explicit beliefs to inform mental models. This study was intended to serve as a
proof of concept of applying the CDA method to analyze implicit beliefs with a goal of elucidating
caregivers’ mental models of concussions. Future studies should evaluate the development and
malleability of these psychological models of concussion and determine how these factors might
relate to post injury care and recovery. Future studies should also explore the use of data-driven
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techniques, such as CDA, to understand caregivers’ mental models in other areas of injury prevention.
Finally, larger studies including more child, caregiver, and contextual factors should be conducted to
determine the replicability of our results in different, more heterogeneous samples.
Author Contributions: Conceptualization, J.M.; Data curation, E.G. and L.B.; Formal analysis, E.G., L.B. and M.T.;
Funding acquisition, J.M.; Investigation, E.G., L.B., M.T. and J.M.; Methodology, J.M.; Project administration,
E.G., L.B. and J.M.; Resources, J.M.; Software, E.G., L.B. and M.T.; Supervision, J.M.; Validation, J.M.; Visualization,
E.G., L.B. and M.T.; Writing—original draft, E.G., L.B. and M.T.; Writing—review & editing, E.G., L.B., M.T. and J.M.
Funding: This research was funded by UAB through the Researchers Omnibus Survey of Alabama.
Acknowledgments: The authors acknowledge Paul Wolfe and the UAB Survey Research Unit, as well as Shambi
Anshumali for their contributions to this project. We would also like to thank Jon-Frederick Landrigan for analytic
support relating to the community detection analysis in R.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Baillargeon, A.; Lassonde, M.; Leclerc, S.; Ellemberg, D. Neuropsychological and neurophysiological
assessment of sport concussion in children, adolescents and adults. Brain Inj. 2012, 26, 211–220. [CrossRef]
[PubMed]
2. Toledo, E.; Lebel, A.; Becerra, L.; Minster, A.; Linnman, C.; Maleki, N.; Dodick, D.W.; Borsook, D. The young
brain and concussion: Imaging as a biomarker for diagnosis and prognosis. Neurosci. Biobehav. Rev. 2012, 36,
1510–1531. [CrossRef] [PubMed]
3. Bakhos, L.L.; Lockhart, G.R.; Myers, R.; Linakis, J.G. Emergency Department Visits for Concussion in Young
Child Athletes. Pediatrics 2010, 126. [CrossRef] [PubMed]
4. Stewart, T.C.; Gilliland, J.; Fraser, D. An epidemiologic profile of pediatric concussions: Identifying urban
and rural differences. J. Trauma Acute Care Surg. 2014, 76, 736–742. [CrossRef] [PubMed]
5. Chen, C.; Shi, J.; Stanley, R.M.; Sribnick, E.A.; Groner, J.I.; Xiang, H. U.S. trends of ED visits for pediatric
traumatic brain injuries: Implications for clinical trials. Int. J. Environ. Res. Public Health 2017, 14, 414.
[CrossRef] [PubMed]
6. Register-Mihalik, J.K.; Guskiewicz, K.M.; McLeod, T.C.V.; Linnan, L.A.; Mueller, F.O.; Marshall, S.W.
Knowledge, attitude, and concussion-reporting behaviors among high school athletes: A preliminary
study. J. Athl. Train. 2013, 48, 645–653. [CrossRef] [PubMed]
7. Williamson, I.J.S.; Goodman, D. Converging evidence for the under-reporting of concussions in youth ice
hockey. Br. J. Sports Med. 2006, 40, 128–132. [CrossRef] [PubMed]
8. Sye, G.; Sullivan, S.J.; McCrory, P. High school rugby players’ understanding of concussion and return to
play guidelines. Br. J. Sports Med. 2006, 40, 1003–1005. [CrossRef] [PubMed]
9. McCrea, M.; Hammeke, T.; Olsen, G.; Leo, P.; Guskiewicz, K.M. Unreported concussion in high school
football players: Implications for prevention. Clin. J. Sport Med. 2004, 14, 13–17. [CrossRef] [PubMed]
10. Graham, R.; Rivara, F.P.; Ford, M.A.; Spicer, C.M. Sports-Related Concussions in Youth: Improving the Science,
Changing the Culture; National Academies Press: Washington, DC, USA, 2014.
11. Hassen, G.W.; Tinnesz, N.; Popkin, M.; Pingle, A.; Umandap, C.; Sethuraman, V.; Warren, R.; Villa, J.A.C.;
Kalantari, H. Concussion awareness among children and their care givers. Am. J. Emerg. Med. 2018, in press.
[CrossRef] [PubMed]
12. Kerr, Z.Y.; Register-Mihalik, J.K.; Marshall, S.W.; Evenson, K.R.; Mihalik, J.P.; Guskiewicz, K.M. Disclosure
and non-disclosure of concussion and concussion symptoms in athletes: Review and application of the
socio-ecological framework. Brain Inj. 2014, 28, 1009–1021. [CrossRef] [PubMed]
13. Austin, L.C.; Fischhoff, B. Injury prevention and risk communication: A mental models approach. Inj. Prev.
2012, 18, 124–129. [CrossRef] [PubMed]
14. Doyle, J.K.; Ford, D.N. Mental models concepts for system dynamics research. Syst. Dyn. Rev. 1998, 14, 3–29.
[CrossRef]
15. Schwebel, D.; Gaines, J. Pediatric unintentional injury: Behavioral risk factors and implications for prevention.
J. Dev. Behav. Pediatr. 2007, 28, 245–254. [CrossRef] [PubMed]
16. Rosen, B.N.; Peterson, L. Gender differences in children’s outdoor injuries: A review and an integration.
Clin. Psychol. Rev. 1990, 10, 187–205. [CrossRef]
Safety 2018, 4, 35 14 of 16
17. Collins, M.W.; Grindel, S.H.; Lovell, M.R.; Dede, D.E.; Moser, D.J.; Phalin, B.R.; Nogle, S.; Wasik, M.;
Cordry, D.; Daugherty, M.K.; et al. Relationship between concussion and neuropsychological performance in
college football players. Jama 1999, 282, 946–970. [CrossRef]
18. Alosco, M.L.; Fedor, A.F.; Gunstad, J. Attention deficit hyperactivity disorder as a risk factor for concussions
in NCAA division-I athletes. Brain Inj. 2014, 28, 472–474. [CrossRef] [PubMed]
19. Kerr, Z.Y.; Evenson, K.R.; Rosamond, W.D.; Mihalik, J.P.; Guskiewicz, K.M.; Marshall, S.W. Association
between concussion and mental health in former collegiate athletes. Inj. Epidemiol. 2014, 1, 28. [CrossRef]
[PubMed]
20. DiScala, C.; Lescohier, I.; Barthel, M.; Li, G. Injuries to children with Attention Deficit Hyperactivity Disorder.
Pediatrics 1998, 102, 1415–1421. [CrossRef] [PubMed]
21. Merrill, R.M.; Lyon, J.L.; Baker, R.K.; Gren, L.H. Attention deficit hyperactivity disorder and increased risk
of injury. Adv. Med. Sci. 2009, 54, 20–26. [CrossRef] [PubMed]
22. Brehaut, J.C.; Miller, A.; Raina, P.; McGrail, K.M. Childhood Behavior Disorders and injuries among children
and youth: A population-based study. Pediatrics 2003, 111, 262. [CrossRef] [PubMed]
23. Rosenbaum, A.M.; Arnett, P.A. The development of a survey to examine knowledge about and attitudes
towards concussion in high-school students. J. Clin. Exp. Neuropsychol. 2010, 32, 44–55. [CrossRef] [PubMed]
24. Abrahams, S.; Mc Fie, S.; Patricios, J.; Posthumus, M.; September, A.V. Risk factors for sports concussion:
An evidence-based systematic review. Br. J. Sports Med. 2013, 1–9. [CrossRef] [PubMed]
25. Nordström, A.; Nordström, P.; Ekstrand, J. Sports-related concussion increases the risk of subsequent injury
by about 50% in elite male football players. Br. J. Sports Med. 2014, 48, 1447–1450. [CrossRef] [PubMed]
26. Schulz, M.R.; Marshall, S.W.; Mueller, F.O.; Yang, J.; Weaver, N.L.; Kalsbeek, W.D.; Bowling, J.M. Incidence
and risk factors for concussion in high school athletes, North Carolina, 1996–1999. Am. J. Epidemiol. 2004,
160, 937–944. [CrossRef] [PubMed]
27. Nocera, M.; Gjelsvik, A.; Wing, R.; Amanullah, S. The Association of Parental Coping and Childhood Injury.
Matern. Child. Health J. 2016, 20, 2357–2366. [CrossRef] [PubMed]
28. Morrongiello, B.A.; House, K. Measuring parent attributes and supervision behaviors relevant to child injury
risk: Examining the usefulness of questionnaire measures. Inj. Prev. 2004, 10, 114–118. [CrossRef] [PubMed]
29. Morrongiello, B.A.; Corbett, M.; Lasenby, J.; Johnston, N.; McCourt, M. Factors influencing young children’s
risk of unintentional injury: Parenting style and strategies for teaching about home safety. J. Appl. Dev. Psychol.
2006, 27, 560–570. [CrossRef]
30. Field, T. Postpartum depression effects on early interactions, parenting, and safety practices: A Review.
Infant Behav. Dev. 2010, 33, 1–9. [CrossRef] [PubMed]
31. Morrongiello, B.A.; Corbett, M.; McCourt, M.; Johnston, N. Understanding unintentional injury-risk in
young children I. The nature and scope of caregiver supervision of children at home. J. Pediatr. Psychol. 2006,
31, 529–539. [CrossRef] [PubMed]
32. Rhodes, K.V.; Iwashyna, T.J. Child injury risks are close to home: Parent psychosocial factors associated with
child safety. Matern. Child Health J. 2007, 11, 269–275. [CrossRef] [PubMed]
33. McKinlay, A.; Kyonka, E.G.; Grace, R.C.; Horwood, L.J.; Fergusson, D.M.; MacFarlane, M.R. An investigation
of the pre-injury risk factors associated with children who experience traumatic brain injury. Inj. Prev. 2010,
16, 31–35. [CrossRef] [PubMed]
34. Schwebel, D.C.; Brezausek, C.M.; Ramey, S.L.; Ramey, C.T. Interactions between child behavior patterns and
parenting: Implications for children’s unintentional injury risk. J. Pediatr. Pychol. 2004, 29, 93–109. [CrossRef]
35. Faelker, T.; Pickett, W.; Brison, R.J. Socioeconomic differences in childhood injury: A population based
epidemiologic study in Ontario, Canada. Inj. Prev. 2000, 6, 203–208. [CrossRef] [PubMed]
36. Schwebel, D.C.; Roth, D.L.; Elliott, M.N.; Windle, M.; Grunbaum, J.A.; Low, B.; Cooper, S.P.; Schuster, M.A.
The association of activity level, parent mental distress, and parental involvement and monitoring with
unintentional injury risk in fifth graders. Accid. Anal. Prev. 2011, 43, 848–852. [CrossRef] [PubMed]
37. Morrongiello, B.A.; Walpole, B.; Lasenby, J. Understanding children’s injury-risk behavior: Wearing safety
gear can lead to increased risk taking. Accid. Anal. Prev. 2007, 39, 618–623. [CrossRef] [PubMed]
38. Morrongiello, B.A.; Hogg, K. Mothers’ reactions to children misbehaving in ways that can lead to injury:
Implications for gender differences in children’s risk taking and injuries. Sex Roles 2004, 50, 103–118.
[CrossRef]
Safety 2018, 4, 35 15 of 16
39. Kroshus, E.; Babkes Stellino, M.; Chrisman, S.P.D.; Rivara, F.P. Threat, pressure, and communication about
concussion safety: Implications for parent concussion education. Health Educ. Behav. 2017, 45, 254–261.
[CrossRef] [PubMed]
40. Lin, A.C.; Salzman, G.A.; Bachman, S.L.; Burke, R.V.; Zaslow, T.; Piasek, C.Z.; Edison, B.R.; Hamilton, A.;
Upperman, J.S. Assessment of parental knowledge and attitudes toward pediatric sports-related concussions.
Sports Health 2015, 7, 124–129. [CrossRef] [PubMed]
41. McNally, K.A.; Bangert, B.; Dietrich, A.; Nuss, K.; Rusin, J.; Wright, M.; Taylor, H.G.; Yeates, K.O. Injury
versus noninjury factors as predictors of postconcussive symptoms following mild traumatic brain injury in
children. Neuropsychology 2013, 27, 125–131. [CrossRef] [PubMed]
42. Dick, R.W. Is there a gender difference in concussion incidence and outcomes? Br. J. Sports Med. 2009, 43,
i46–i50. [CrossRef] [PubMed]
43. Covassin, T.; Elbin, R.J. The female athlete: The role of gender in the assessment and management of
sport-related concussion. Clin. Sports Med. 2011, 30, 125–131. [CrossRef] [PubMed]
44. Haarbauer-Krupa, J.; Arbogast, K.B.; Metzger, K.B.; Greenspan, A.I.; Kessler, R.; Curry, A.E.; Bell, J.M.;
DePadilla, L.; Pfeiffer, M.R.; Zonfrillo, M.R.; et al. Variations in mechanisms of injury for children with
concussion. J. Pediatr. 2018, 197, 241–248. [CrossRef] [PubMed]
45. Barnes, B.C.; Cooper, L.; Kirkendall, D.T.; McDermott, T.P.; Jordan, B.D.; Garrett, W.E. Concussion history in
elite male and female soccer players. Am. J. Sports Med. 1998, 26, 433–438. [CrossRef] [PubMed]
46. Pardini, D.; Stump, J.; Lovell, M.; Collins, M.; Moritz, K.; Fu, F. The Post-concussion Symptom Scale (pcss):
A Factor Analysis. Br. J. Sports Med. 2004, 38, 661–662.
47. Kontos, A.P.; Elbin, R.J.; Schatz, P.; Covassin, T.; Henry, L.; Pardini, J.; Collins, M.W. A revised factor structure
for the post-concussion symptom scale: Baseline and postconcussion factors. Am. J. Sports Med. 2012, 40,
2375–2384. [CrossRef] [PubMed]
48. Kay, M.C.; Register-Mihalik, J.K.; Ford, C.B.; Williams, R.M.; McLeod, T.C.V. Parents’ and child’s concussion
history as predictors of parental attitudes and knowledge of concussion recognition and response. Orthop. J.
Sport. Med. 2017, 5, 12. [CrossRef] [PubMed]
49. Kaut, K.P.; DePompei, R.; Kerr, J.; Congeni, J. Reports of head injury and symptom knowledge among college
athletes: Implications for assessment and educational intervention. Clin. J. Sport Med. 2003, 13, 213–221.
[CrossRef] [PubMed]
50. Kroshus, E.; Baugh, C.M.; Daneshvar, D.H.; Viswanath, K. Understanding concussion reporting using a
model based on the theory of planned behavior. J. Adolesc. Health 2014, 54, 269–274. [CrossRef] [PubMed]
51. Webb, T.L.; Sheeran, P. Does changing behavioral intentions engender behavior change? A meta-analysis of
the experimental evidence. Psychol. Bull. 2006, 132, 249. [CrossRef] [PubMed]
52. Armitage, C.J.; Conner, M. Efficacy of the theory of planned behaviour: A meta-analytic review. Br. J.
Soc. Psychol. 2001, 40, 471–499. [CrossRef] [PubMed]
53. Benjamini, Y.; Hochberg, Y. Controlling the false discovery rate: A practical and powerful approach to
multiple testing. J. R. Stat. Soc. Ser. B 1995, 289–300. [CrossRef]
54. Breslow, N. A generalized Kruskal-Wallis test for comparing K samples subject to unequal patterns of
censorship. Biometrika 1970, 57, 579–594. [CrossRef]
55. Newman, M.E.J. Detecting community structure in networks. Eur. Phys. J. B 2004, 32, 321–330. [CrossRef]
56. Girvan, M.; Newman, M.E.J. Community structure in social and biological networks. Proc. Natl. Acad.
Sci. USA 2002, 99, 7821–7826. [CrossRef] [PubMed]
57. Fair, D.A.; Bathula, D.; Nikolas, M.A.; Nigg, J.T. Distinct neuropsychological subgroups in typically
developing youth inform heterogeneity in children with ADHD. Proc. Natl. Acad. Sci. USA 2012, 109,
6769–6774. [CrossRef] [PubMed]
58. Karalunas, S.L.; Fair, D.; Musser, E.D.; Aykes, K.; Iyer, S.P.; Nigg, J.T. Subtyping attention-deficit/
hyperactivity disorder using temperament dimensions. JAMA Psychiatry 2014, 71, 1015. [CrossRef] [PubMed]
59. Meunier, D.; Achard, S.; Morcom, A.; Bullmore, E. Age-related changes in modular organization of human
brain functional networks. Neuroimage 2009, 44, 715–723. [CrossRef] [PubMed]
60. Team, R.C. R: A language and Environment for Statistical Computing; R Foundation for Statistical Computing:
Vienna, Austria, 2014. Available online: http://softlibre.unizar.es/manuales/aplicaciones/r/fullrefman.pdf
(accessed on 5 July 2018).
Safety 2018, 4, 35 16 of 16
61. Stevens, P.K.; Penprase, B.; Kepros, J.P.; Dunneback, J. Parental recognition of postconcussive symptoms in
children. J. Trauma Nurs. 2010, 17, 178–182. [CrossRef] [PubMed]
62. Coghlin, C.J.; Myles, B.D.; Howitt, S.D. The ability of parents to accurately report concussion occurrence in
their bantam-aged minor hockey league children. J. Can. Chiropr. Assoc. 2009, 53, 233–250. [PubMed]
63. Topolovec-Vranic, J.; Zhang, S.; Wong, H.; Lam, E.; Jing, R.; Russell, K.; Cusimano, M.D. Recognizing the
symptoms of mental illness following concussions in the sports community: A need for improvement.
PLoS ONE 2015, 10. [CrossRef] [PubMed]
64. Mannings, C.; Kalynych, C.; Joseph, M.M.; Smotherman, C.; Kraemer, D.F. Knowledge assessment of
sports-related concussion among parents of children aged 5 years to 15 years enrolled in recreational tackle
football. J. Trauma Acute Care Surg. 2014, 77, S18–S22. [CrossRef] [PubMed]
65. Chrisman, S.P.; Quitiquit, C.; Rivara, F.P. Qualitative study of barriers to concussive symptom reporting in
high school athletics. J. Adolesc. Health 2013, 52, 330–335. [CrossRef] [PubMed]
66. Rowhani-Rahbar, A.; Chrisman, S.P.D.; Drescher, S.; Schiff, M.A.; Rivara, F.P. Agreement between high school
athletes and their parents on reporting athletic events and concussion symptoms. J. Neurotrauma 2016, 33,
784–791. [CrossRef] [PubMed]
67. Porter, S.; Smith-Forrester, J.; Alhajri, N.; Kusch, C.; Sun, J.; Barrable, B.; Paneka, W.J.; Virji-Babul, N. The Child
Sport Concussion Assessment Tool (Child SCAT3): Normative values and correspondence between child
and parent symptom scores in male child athletes. BMJ Open Sport Exerc. Med. 2015, 1. [CrossRef] [PubMed]
68. Turner, R.W.; Lucas, J.W.; Margolis, L.H.; Corwell, B.N. A preliminary study of youth sport concussions:
Parents’ health literacy and knowledge of return-to-play protocol criteria. Brain Inj. 2017, 31, 1124–1130.
[CrossRef] [PubMed]
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
